HEALTH POLICY a unifying voice for osteopathic medical education. 3 Although AACOM is not involved in osteopathic college accreditation, it is involved in multiple areas of osteopathic medical education such as data collection and analysis, advocacy at the federal government level, and collaboration with various allied organizations.
Impact of the Single Accreditation Agreement on GME Governance and the Physician Workforce announced that they reached an agreement to create a single accreditation system for all graduate medical education (GME), whereby the AOA and AACOM would be integrated into the governance and operations of the ACGME. 1 In this health policy brief, I analyze the impact of this single accreditation system on the governance of GME and how it might shape the future physician workforce.
History and Background
There are 2 primary pathways toward becoming a physician. The majority of physicians are educated in allopathic (ie, MD) degree-granting medical schools followed by postgraduate training in AC-GME-accredited residency programs. Further training in fellowships is available. The ACGME is a private, nonprofit council that was established for the purpose of independent evaluation and accreditation of residency programs.
Currently, 7% of the physician workforce is composed of osteopathic physicians (ie, DOs). 
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residents who had trained in an NAS program (or the Canadian equivalent, CanMEDS). 15 Therefore, all graduates of AOA-accredited residencies would be unable to apply to ACGME fellowships or transfer into ACGME residency programs.
Common Program Requirements
Although a small number of osteopathic residents ultimately train in ACGME fellowships, the notion that the entire scope of medical practice is available 10 Historically, an institution would identify a workforce need and create a training program to meet that need. Even after GME funding was capped in the Balanced Budget Act of 1997, 11 institutions found creative ways to meet their workforce needs through nongovernment funding or, in some cases, shifting their GME programs toward favored specialties. This uncoordinated training effort has resulted in a physician workforce unable to provide society's primary care needs in a cost-effective manner. In addition, the traditional time-based GME structure has done little to ensure that residents actually acquire the skill sets necessary to enter independent medical practice in this rapidly evolving health care system. 12 This GME model appears to be ending, as stakeholders increasingly demand accountability for their investment. In its 2010 report to Congress, the Medicare Payment Advisory Committee (MedPAC) recommended a performance-based GME funding structure with payments contingent on desired educational outcomes. 13 In response, the ACGME began developing and promoting the Next Accreditation System (NAS), an outcomes-based approach aimed at ensuring the competency of graduates from ACGME-accredited residency programs. 14 In 2011, the ACGME took a further step toward GME standardization when it announced modifications to its common program requirements related to residency and fellowship eligibility-access to ACGME training would be limited to only those 
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Comparing AOA and ACGME Standards
It is important to acknowledge the differences between AOA and ACGME residency standards. Each specialty has unique requirements, such as facultyto-resident ratios, required clinical rotations, or guidelines for administrative support. In some specialties, the AOA and ACGME standards are closely aligned. However, in other areas, such as family medicine, important differences exist, and some differences are more challenging to address than others (eg, number of faculty, requirement of a faculty member who practices obstetrics). 18, 19 As AOAaccredited programs make the changes to meet the ACGME standards, it is unknown how many will have the institutional support for the financial and personnel resources to make the conversion. Therefore, there is the potential for loss of GME training positions, particularly in institutions that are selffunding a portion of their residencies. Even in institutions that are not engaged in GME self-funding, the current economic climate in which hospitals exist, caught in the transition from volume-to value-based reimbursement, is creating added financial strain, making the proposition of increased monetary support for GME questionable. Another scenario would be the redistribution of GME positions into specialties better able to meet ACGME standards or those that have the potential to generate revenue for the sponsoring institution. Depending on the location of the programs and the degree to which such shifts occur, access to care has the potential to be impacted.
Stakeholders
The 3 organizations drafting this agreement support it for different reasons. The AOA favors a single accreditation system primarily because it preserves access to postgraduate training opportunities for DOs in an outcomes-based accreditation system. 20 The ACGME supports this development because it standardizes the training of those residents transferring into its residency programs as well as those seeking fellowship training. This agreement also increases access to GME training opportunities for MDs, as those residency positions previously accredited by the AOA only become available to both MDs and DOs. 21 As osteopathic medical schools have grown in size and number, the lack of parallel growth in osteopathic GME has been magnified.
Thus, AACOM supports this agreement that preserves postgraduate training opportunities for the graduates of its colleges. 22 All 3 entities-the AOA, the ACGME, and AACOM-believe that this agreement ensures greater accountability to the public for its investment in the training of physicians. They also contend that this single accreditation system gives them a unified voice in advocating for GME resources and support. 23 As the single largest financer of GME, the cation have studied the GME landscape and have recommended "a more accountable GME payment system that focuses on improving educational performance among institutions and residency programs." 13(p110) In fact, MedPAC cites the NAS as an example of movement in this direction. Therefore, provided there is not a substantial decrease in GME positions or a shift away from primary care residencies toward specialty training during implementation, this transition to an ACGME-only accreditation system would be viewed as favorable by the HHS.
Although official positions of GME-sponsoring institutions are not known at this time, it is reasonable to conclude that, overall, they would be in favor of this move toward 1 accreditation body. Institutions that support both AOA-and ACGME- 
Recommendation
Given the realities of GME financing and the move toward GME accountability, the potential impact of the ACGME's common program requirements on osteopathic GME opportunities and the dependence on the ACGME to provide postgraduate training for 
